INTRODUCTION
Cystic lesions in the pancreas include pseudocysts, simple cysts, serous cystadenomas, mucinous cystic neoplasms and intraductal papillary mucinous neoplasms.
Another rare cystic lesion is pancreatic lymphangioma.
Lymphangiomas are rare, benign, and congenital malformations of the lymphatic system [1] and are mostly encountered in the neck (75%) and axillary regions (25%), though a variety of other sites have been described including the mediastinum, pleura, pericardium, groin, bones and abdomen [2] . Pancreatic lymphangioma is an extremely rare tumor accounting for less than 1% of these tumors. And since its first description by Koch in 1913, less than 100 such cases have currently been reported in the literature [3] . Here we report on a case of pancreatic cystic lymphangioma that mimicked pancreatic pseudocyst, and the tumor was diagnosed according to the results of the histopathological and immunohistochemical studies.
CASE REPORT
A 54-year-old woman presented with intermittent post-S56 thesurgery.or.kr cyst. At laparotomy, we identified a cystic mass of about 7 × 6.5 cm originating from the body of the pancreas, and a milky fluid was contained within the mass (Fig. 2) . The patient underwent distal pancreatectomy with splenectomy.
Microscopically, the specimen showed enlarged cyst-like space lined by endothelial cells contained within lymph-like fluid content (Fig. 3A) . The endothelial cells lining the surface of the cystic spaces were positive for D2-40 (Fig. 3B) . There was no staining of CD34, caletinin, or MOC-31. The final diagnosis was cystic lymphangioma of the pancreas. The patient had an uneventful recovery and she was discharged on the 18th postoperative day. There was no evidence of recurrence in the 6 months after surgery. as pancreatic lymphangioma [3] .
DISCUSSION
Cystic lymphangioma of the pancreas is usually a large lesion with an average diameter of 12.3 cm [4] . It can be seen in any age group but more frequent in females and is often located in the body and tail of the pancreas [2] .
The etiology of lymphangiomas remains unclear; a well-established theory suggests that lymphangiomas arise from sequestrations of lymphatic tissue during embryologic development. However, it has been suggested that abdominal trauma, lymphatic obstruction, inflammatory process, surgery or radiation therapy may lead to the secondary formation of lymphangioma [5] .
The clinical picture of pancreatic lymphangiomas is usually symptomatic (92.2%). Abdominal pain and palpable mass seem to be the most common symptoms [2] .
Jaundice was reported in only one case [4] . Our patient presented with postprandial abdominal discomfort and radiating back pain. Furthermore, although rare, acute abdomen can occur due to complications such as intestinal obstruction, rupture and/or hemorrhage [6] .
Abdominal ultrasonography, CT, magnetic resonance imaging (MRI), angiography and fine needle aspiration biopsy (FNAB) can be employed for the preoperative diagnosis of lymphangiomas. An ultrasound will show a complex cystic mass owing to internal septa. On CT, the tumor is a well-circumscribed, encapsulated, water-isodense, polycystic tumor with thin septa, similar in appearance to cystadenomas, which occur far more frequently [7] .
Multiple fine septations and thin walls may enhance after IV contrast injection [1] . Although CT provides additional information about the characteristics of the lesions, the diagnosis is often not direct. It is often misdiagnosed as pseudocyst, or cystic neoplasm as in our case. Preoperative FNAB is still controversial as it might cause hemorrhage, rupture or tumor implantation in malignant cases [3] . MRI does not yield any further information [1] .
Although various imaging features can help, definitive diagnosis requires pathologic examination of the excised lesion. In our case, abdominal CT revealed a homogenous cystic mass without septa or enhancing solid portion.
Therefore, it was thought that the pancreatic mass mimicked pancreatic pseudocyst.
Microscopically, cystic lymphangiomas consists of dilated lymphatic channels of varying size divided by thin septae. The cystic wall is lined by thin and flat endothelial cells [8] . Immunohistochemically, the diagnosis of a pancreatic lymphangioma was supported immunohistochemically by positive staining of factor VIII-R antigen, CD31 and CD34, which are sensitive and specific markers for identification of lymphatic capillary endothelium [2] .
According to Kahn et al. [9] , D2-40 is a new selective marker of lymphatic endothelium. Therefore, immunohistochemical finding shows positive endothelial-lined cells in immunostaining by D2-40 in pancreatic lymphangioma,
